Positive parenting programs, developmental support services, and evidence-based home visiting programs can effectively provide parenting support and improve health and developmental outcomes for at-risk children. Few models, however, have integrated referrals for on-site support and home visiting programs into the provision of routine pediatric care within a medical home. This article describes an innovative approach, through partnership with a community-based organization, to deliver on-site and home visiting support services for children and families within and beyond the medical home. Our model offers a system of on-site services, including parenting, behavior, and/or development support, with optional intensive home visiting services. Assessment included description of the population served, delineation of services provided, and qualitative identification of key themes of the impact of services, illustrated by case examples. This replicable model describes untapped potential of the pediatric medical home as a springboard to mitigate risk and optimize children's health and development.
Background
A child's capacity to grow and develop is guided by social determinants of health, or the social, economic, and environmental factors that shape the health of individuals and communities. 1 Certain pediatric populations, including children living in poverty, 2, 3 children in immigrant families, 4 children with teen parents, 5 children born prematurely, 5 and children in foster care, 6 face particular developmental and behavioral risks. Multiple developmental risk factors may amplify one another. 7 During the first years of a child's life, positive experiences, such as parents routinely reading with young children, and negative experiences, such as exposure to chronic stress (known as toxic stress), can critically affect development. 8, 9 Reinforcing young children's closest relationships may be uniquely protective against long-term, adverse consequences of stress-including developmental risk-imposed by environmental factors. 10 The American Academy of Pediatrics recommends that children have 11 visits with primary care providers, including routine developmental surveillance with periodic screening, 7 literacy promotion, 9 and attention to social determinants of health 1 during the first 2 years of life. 11 Pediatricians can access tools to screen for social determinants of health and connect children to relevant community resources. 1, [12] [13] [14] [15] Referral to community resources can enhance receipt of other community resources for families. 12 In particular, "warm hand-offs," or in-person transfer of care between health care team members with patients and families present, 16 can help ensure linkage between providers and relevant resources. Yet implementing models that not only facilitate referral but also integrate overarching social factors into routine care may have the greatest potential to mitigate risk and build resilience among vulnerable families. 1 Wake Forest School of Medicine, Winston-Salem, NC, USA 2 Imprints Cares, Winston-Salem, NC, USA Developmental disabilities are estimated to affect 1 in 6 children in the United States. 17 Although the American Academy Pediatrics also recommends that all children with failed developmental screens be referred for further evaluation, 7 referral rates are significantly lower in practice, 18, 19 and systematic tracking of referrals is infrequent and cumbersome. 19 Among young children with developmental concern or delay, baseline estimates for receipt of early intervention (EI) services range from 20% to 40%. [20] [21] [22] In the United States, 72% of referrals to EI are evaluated for service eligibility, and 51% are ultimately served. 23 Significant disparities in parenting practices that promote early child development contribute to developmental risk among economically disadvantaged children. 3 These same social risk factors may also jeopardize receipt of needed developmental support services. Family barriers to receipt of services may include funding and staffing issues, state and federal regulations, and limited communication between families, medical providers, and EI providers. 24 Providers report that office processes, family preferences, and perceived understanding of the developmental screening tool can affect EI referrals. 21 Efforts such as enhanced screening and referral documentation in the electronic medical record (EMR) and subsequent phone follow-up may improve referral rates and completed evaluations. 18 Evidence-based interventions, such as home visiting programs, 25, 26 offer developmental and parenting support to at-risk children and families. The medical home provides a natural opportunity to identify at-risk families and facilitate referral to evidence-based programs. Several initiatives have implemented integrated models that mitigate toxic stress, address developmental risk, and attend to social determinants of health within a family-centered medical home. [27] [28] [29] [30] One successful model has incorporated school readiness promotion with video observation of parent-child interactions. 27 Another successful model is the Parents as Teachers curriculum 31 to successfully integrate home visitation into medical care of infants born to young, low-income mothers. 28 Despite progress in expanding services offered within the medical home, opportunities exist to adapt existing models based on community assets and existing resources.
Our unique collaboration and partnership between pediatric practices and a community-based organization is intended to integrate positive parenting, home visiting, and developmental support services within and beyond the pediatric medical home. In this article, we describe an approach to delivery of on-site parenting support and home visiting support initiated within the medical home, describe the population served by our integrated model, and identify themes regarding the impact of services provided by the community-based organization.
Methods

Model Development and Implementation
Imprints Cares is a community-based, nonprofit organization intended to help children and families reach their full academic and future potential by enriching children's development and supporting parents. Imprints Cares is funded by a diversity of grants, organizations, and individual and business donors. 33 ) and programs and skills (eg, lactation consultation, positive discipline, infant massage, and Triple P 34 ). In 2011, Imprints Cares partnered with 2 communitybased private practices and 1 academic practice to identify referrals within the medical home. Our office-based model incorporates comprehensive consultation for parenting concerns, breastfeeding challenges, behavior problems, and developmental concerns with the option of on-site or intensive, home visiting services for relevant families.
Our current descriptive analysis is based on 179 children referred to Imprints Cares from the academic practice for 1 year, July 2015 through June 2016. The clinic serves one of the largest pediatric Medicaid populations in North Carolina; 89% of patients are Medicaid recipients, 2% are privately insured, and 9% are self-pay/charity care. The racial/ethnic composition is 54% Hispanic/ Latino, 30% African American, 9% Caucasian, and 7% other/unknown; 53% of families prefer to speak Spanish. The majority of the clinic's pediatric providers are pediatric resident physicians. In our practice, all patients attending well visits at select intervals (6 months, 12 months, 18 months, 24 months, 3, years, 4 years, 5 years) are screened using the PEDS (Parents Evaluation of Developmental Status) developmental screening tool, 35 with the Modified Checklist for Autism in Toddlers Revised with Follow-Up (MCHAT-R/F) 36 to screen for autism.
Referrals to Imprints Cares are triggered when providers identify needs or family concerns relevant to the expertise of Imprints Cares family educators. Referrals are made in-person (to an on-site family educator), via phone, or with a direct message in the child's EMR. A referral may result in immediate assessment by the family educator, a follow-up phone call, or a subsequent scheduled office-based evaluation.
When family educators receive a referral, they make 3 attempts to contact the family. If they make contact with the family, they assess the family's needs by interviewing the parent and evaluating the child. For children who have been identified as having developmental concerns, they perform an ASQ-3, developmental screening tool for children ages 1 month to 5½ years, 33 in the child's preferred language. If they are not able to make contact and the concern is related to developmental delay, family educators send a letter to the family and notify the medical provider.
Some families who are referred to Imprints Cares are enrolled in intensive services. Families are selected to receive intensive services based on age of parent (Imprints Cares receives additional funding to serve teen parents), parent preference, and needs and/or other circumstances identified by the family educator (eg, toxic stress and family receptiveness). Intensive services are based on the Parents as Teachers model. Parents receive 1 or 2 home visits monthly depending on the number of high need characteristics identified (ie, low income, teen parent, immigrant parent, and low education). During home visitation, family educators use a formal curriculum to assess the child, identify family strengths, address concerns, and engage the child and parent in age-appropriate topics. Family educators also provide an ageappropriate activity to promote parent-child interaction and a new or gently used book to promote literacy. After each contact, family educators record field notes. Parents of children who receive intensive services are also evaluated using the KIPS, used to measure parent-child interactions over time, 32 and the LSP, an outcome measurement and intervention planning instrument used with low-income parents during pregnancy and early parenting. 33 Families receiving services through Imprints Cares are offered additional services, including monthly parenting groups, educational programs, personalized referrals to community resources, and tracking/follow-up of referrals.
Measures
In this study of program implementation, assessment included description of population served and services provided as well as a chart review to qualitatively evaluate the model of referral and service provision. The first and second authors reviewed the EMR (JML) and Imprints Cares record (MPS), respectively, for all 179 children referred to this program. Inclusion criteria for medical record review included all Imprints Cares referrals (n = 179); of those receiving intensive services (n = 52), 20 were randomly selected for comprehensive review of all field notes by first author (JML). Descriptive measures included preferred language, parent age (teen parent or not teen parent), reason for referral, type of services provided, presence of developmental delay/concern, referral for EI, and engagement with EI services. Chart review included iterative review of medical records and Imprints Cares case notes to qualitatively identify common themes from medical charts (children receiving non-intensive services) and Imprints Cares case notes (children receiving intensive services). Additional qualitative measures incorporate conclusions from regular meetings with key collaborators, including staff and leaders of the clinic and Imprints Cares.
This research was conducted in accord with prevailing ethical principles and was reviewed and approved by the institutional review board of the Wake Forest School of Medicine.
Results
Characteristics of the 127 children who received on-site services and the 52 children who received intensive services through Imprints Cares are summarized in Table 1 . Among children receiving intensive services, race/ethnicity was reported as follows: 55% Hispanic, 29% African American, 6% Caucasian, 6% multiracial, and 4% Asian. Forty-four percent of children receiving intensive services lived in single-parent families, and 27% of parents receiving intensive services had received a high-school diploma or GED. Sixty-five percent and 40% of children receiving non-intensive services and intensive services, respectively, preferred to speak Spanish. Eight percent of children in the non-intensive services group and 29% of children receiving intensive services had teen parents.
Among children receiving non-intensive services, the primary reasons for referral were breastfeeding (43%), parenting (38%), developmental concerns (16%), and need for referral to community resources (3%). For children receiving intensive services, primary reasons for referral included parenting (88%), breastfeeding (6%), and developmental concerns (6%). Examples of parenting concerns included tantrums, sleeping problems, toilet training, picky eating, or techniques for positive discipline. Breastfeeding referrals included challenges such as difficulty with latch, weight gain, or weaning. Developmental concerns included expressive and receptive language, fine motor difficulties (including lack of exposure to age-appropriate activities), and relationship building. Eighty-three percent of children who were identified by medical providers as having developmental concerns or delays and then referred, via Imprints Cares, to EI were subsequently evaluated for eligibility determination by EI services. Fifty-nine percent of children who were referred to EI were ultimately served by EI. By comparison, at the county level, 72% of referrals are evaluated for eligibility by EI services, and 51% are ultimately served. 23 Chart review revealed key strengths of this integrated approach and collaboration. Among children who received non-intensive services, the following themes were extrapolated: (1) families receiving breastfeeding support not only gained nutritional support but also gained parenting support services; (2) behavioral support services exceeded those that could be reasonably offered by medical providers; (3) children with developmental delay benefitted from successful referral tracking; and (4) family educators were able to recognize trauma and associated stress and supported parents and children with trauma-informed support and anticipatory guidance. Themes are illustrated by select case notes (Table 2) .
For children who received intensive services, there were several notable benefits of the services rendered, elucidated by key themes and case examples (Table 2) . First, families were provided in-depth anticipatory guidance that was both timely and relevant to their unique home environments. Second, fathers were more involved in this process than is typically feasible in the medical setting, and family educators celebrated this involvement with strengths-based support. Third, family educators identified and followed-up referrals to relevant community resources, resulting in improved follow through with referrals and needed care. Finally, family educators integrated literacy promotion, supporting parent-child interactions and emphasizing school readiness.
Discussion
Our work adds to the emerging evidence base regarding enhanced parenting support within and beyond the medical home. [27] [28] [29] [30] Our model incorporated an existing community asset, in the form of a well-established community-based organization, into the pediatric medical home. This collaborative model offers mutual benefits for both the academic pediatric clinic and a community-based organization. For the communitybased organization, a steady stream of referrals as well as the opportunity to interface directly with the medical team provided enhanced enrollment and communication. For the medical team, integrated services offered pediatric trainees opportunities to become familiar with positive parenting techniques and collaborate in advocacy efforts (eg, parenting classes for pregnant and parenting teens, car seat installation and education programs, family nutrition courses). The personal, "warm" hand-off between medical providers and community partners may foster enhanced referral effectiveness. Additional unique [Child] laughed and said yes. Child pointed to his daddy's shadow and said, "Your shadow is big, and mine is small." Father positioned his right side to the sun, and extending his arms started doing shadow shapes with his fingers and hands. He asked child if he could do it. Child tried to do shadow with his hands, and moving his fingers. Father then opened holes in a paper page and put it in front of the sun light, and the child watched how light passed through the paper holes. Father explained to the child how the shadow is formed." Toxic stress intervention "There was an incident at the home recently where someone tried to break in and was stopped by a family member. This has been traumatic for the family, and they are dealing with the aftermath. . . . I took mom information about child stress and things to look for so that she can support [child] . Mom is getting counseling to help her deal with this situation also." Supportive, ongoing referrals to communitybased referrals
Previous visit: "[Parent] is going to think about all of her monthly expenses so that we can make a budget next time.
Subsequent visit: Budget was developed and included in notes, and follow-up to referral to community-based organization to support working parents. Literacy promotion/parentchild interaction "The parents told [the child] that they were going to create a space for book reading and story time. They asked the child, "Where do you think could be the place for reading books?" The child pointed to the corner . . . the father asked if they need something else to make the place comfortable. [The child] said that we wanted some pillows and a blanket, and the mother said that she wanted her rocking chair. The mother said, "Well, we now have a reading place." School readiness "[Child name] is ready for kindergarten, she has her physical done, all her immunizations are updated, she is registered, and the best part is that she is excited about school." elements of this model include breastfeeding support as a parenting intervention, developmental referral tracking, and after-hours educational opportunities for engaged families. This observational study has several limitations. First, there was no randomization for receipt of the intervention, nor was there a control group to systematically compare those who received the intervention with the general clinic population. The sample is relatively small, and data are from a single site. Manual chart review revealed inconsistencies in how referrals and follow-up communications were recorded in the EMR, which may have resulted in underreporting of outcomes. Although no longitudinal data exist to evaluate the impact of the program, preliminary findings suggest significant benefit based on themes identified and illustrative cases.
Our preliminary work has led to the identification of 3 primary next steps. First, identification of shared measures will facilitate more meaningful tracking over time of the impact of this intervention. Second, integrating Imprints Cares into the EMR for the medical practice will further improve communication and care coordination. Third, given the stress associated with parenting for the at-risk families referred to this program, integrated mental health triage as part of the collaboration will enhance support provided to parents.
Conclusion
Our model delivers on-site parenting support and offers evidence-based home visiting programs as part of a comprehensive pediatric medical home. Connecting medical providers with community-based organizations offers the ability to extend anticipatory guidance beyond that offered during a typical medical visit. Given the role of parents in ensuring the health and wellness of their children, innovative models that deliver evidence-based, family-centered services into the pediatric medical home offer promising opportunities to mitigate family stressors and to build resilience among at-risk children and families.
